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(1) For capitalized costs, a capital component per diem (Fair Rental
Value, FRV) will be calculated as determined in subsection (11)(D).
The rate adjustment will be calculated as the difference between the
capital component per diem (Fair Rental Value, FRV) prior to the
extraordinary circumstances and the capital component per diem (Fair
Rental Value, FRV) including the extraordinary circumstances.

9. Quality Assurance Incentive.

A. Each nursing facility with an interim or prospective rate on or after July 1,
2000, shall receive a per-diem adjustment of $3.20. The Quality Assurance
Incentive adjustment will be added to the facility’s current rate.

B. The Quality Assurance Incentive per-diem increase shall be used for the
wages and salaries of direct patient care staff. Any increases in wages and
benefits already codified in a collective bargaining agreement in effect as of
july 1, 2000, will not be counted towards the expenditure requirements of
the Quality Assurance Incentive as stated above. Nursing facilities with
collective bargaining agreements shall provide such agreements to the
division.

10.  High Volume Adjustment. Effective for dates of service July 1, 2000, a high volume
adjustment shall be granted to qualifying providers. A provider must qualify each
July 1, the beginning of each state fiscal year (SFY), for the high volume adjustment
and the adjustment will be effective for services rendered during the SFY, July 1
through June 30. For a provider who has a high volume adjustment on June 30, but
does not qualify for the high volume adjustment on July 1 of the subsequent SFY,
that provider’s prospective rate will be reduced by the amount of the high volume
adjustment included in the facility’s prospective rate in effect on June 30.

State Plan TN # 00-17 Effective Date: __08/02/00
Supersedes TN # 97-14 Approval Date: _[GF( ;& PR
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A. Each facility with a prospective rate on or after July 1, 2000, and which
meets all of the following criteria shall receive a per-diem adjustment:

(1) Have on file at the division a full twelve (12)-month cost report
ending in the third calender year prior to the state fiscal year in which
the adjustment is being determined (i.e., for SFY 2001, the third prior
year would be 1998, for SFY 2002, the third prior year would be
1999, etc.);

() The Medicaid patient days as determined for the cost report identified
in part (13)(B)10.A.(l) exceeds eighty-five percent (85%) of the total
patient days for all nursing facility licensed beds;

() The allowable cost per patient day as determined by the division from
the applicable cost report for the patient care, ancillary and
administration components, as set for in paragraphs (11)(A)1.,
(11)(B)1. and (11)(C)1., exceeds the per-diem ceiling for each cost
component in effect at the end of the cost report period; and

(IV)  Government owned or operated facilities shall not be eligible for this
adjustment.

B. The adjustment will be equal to ten percent (10%) of the sum of the per-
diem ceilings for the patient care, ancillary and administration cost
components in effect on July 1 of each year.

C. The division may reconstruct and redefine the qualifying criteria and
payment methodology for the high volume adjustment.

State Plan TN # 00-17 Effective Date: __08/02/00
Supersedes TN # 97-14 Approval Date: BEC 15 2000
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(C)  Conditions for prospective rate adjustments. The Division may adjust a facility's
prospective rate both retrospectively and prospectively under the following conditions:

1.

Fraud, misrepresentation, errors. When information contained in a facility's cost
report is found to be fraudulent, misrepresented or inaccurate, the facility's
prospective rate may be both retroactively and prospectively reduced if the
fraudulent, misrepresented or inaccurate information as originally reported resulted
in establishment of a higher, prospective rate than the facility would have received
in the absence of such information. No decision by the Division to impose a rate
adjustment in the case of fraudulent, misrepresented or inaccurate information shall
in any way affect the Division's ability to impose any sanctions authorized by
statute or plan. The fact that fraudulent, misrepresented or inaccurate information
reported did not result in establishment of a higher prospective rate than the facility
would have received in the absence of this information also does not affect the
Division's ability to impose any sanctions authorized by statute or plan;

Decisions of the Administrative Hearing Commission, or settlement agreements
approved by the Administrative Hearing Commission;

- Court Order; and

Disallowance of federal financial participation.

State Plan TN #
Supersedes TN #

00-17 Effective Date: _ 08/02/00
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INSTITUTIONAL STATE PLAN AMENDMENT
ASSURANCE AND FINDING CERTIFICATION STATEMENT

STATE: Missouri TN CO-\"\
REIMBURSEMENT TYPE:

Nursing facility v

ICF/MR

PROPOSED EFFECTIVE DATE:._R /D /OO

A. State Assurances and Findings. The State assures that is has made the following
findings: - '

1. 447.253 (b) (1) (i) - The State pays for long-term care facility services through the
use of rates that are reasonable and adequate to meet the costs that must be
incurred by efficiently and economically operated providers to provide services in
conformity with applicable State and Federal laws, regulations, and quality and

safety standards. |Vl

2. With respect to nursing facility services --

a. 447.253 (b) (1) (iii) (A) - Except for preadrnission screening for individuals
with mental illness and mental retardation under 42 CFR 483.20(f), the methods and
standards used to determine payment rates take into account the costs of complying
with the requirements of 42 CFR part 483 subpar¢ B.

b. 447.253 (b) (1) (iii) (B) - The methods and standards used to determine
payment rates provide for an appropriate reduction to take into account the lower
costs (if any) of the facility for nursing care under a waiver of the requirement in
42 CFR 483.30 (c) to provide licensed nurses on a 24-hour basis. \

C. 447253 (b) (1) (iii) (C) - The State has established procedures under which
the data and methodology used to establish payment rates are made available to

the public. —

3. 447.253 (b) (2) - The proposed payment rate will not exceed the upper payment
limits as specified in 42 CFR 447.272:

a. 447.272 (a) - Aggregate payments made to each group of health care
facilities (hospitals, nursing facilities, and ICFs/MR) will not exceed the amount that
can reasonably be estimated would have been paid for those services under
Medicare payment principles. | Vel

Ne¢ DEC 15 209



Assurance and Findings Certification Statement State__Missouri

b. 447.272 (b) - Aggregate payments to each group of State-operated facilities
(that is, hospitals, nursing facilities, and ICFs/MR) - - when considered separately -
- will not exceed the amount that can reasonably be estimated would have been
paid for under Medicare payment principles. |

If there are no State-operated facilities, please indicate “not applicable:”

B. State Assurances. The State makes the following additional assurances:

1. For nursing facilities and ICFs/MR - -

a.  447.253 (d) (1) - when there has been a sale or transfer of the assets of a NF
or ICF/MR on or after July-18, 1984 but before October 1, 1985, the State's methods
and standards provide that payment rates can reasonably be expected not to
increase in the aggregate, solely as a result of a change in ownership, more that
payments would increase under Medicare under 42 CFR 413.130, 413.134, 413.153
and 413.157 insofar as these sections affect bayment for depreciation, interest on
capital indebtedness, return on equity (if ap>licable), acquisition costs for which
payments were previously made to prior owners, and the recapture of depreciation.

7

b.  447.253 (d) (2) - When there has been a sale or transfer of the assets of a
NF or ICF/MR on or after October 1, 1985, the State's methods and standards
provide that the valuation of capital assets for purposes of determining payment
rates will not increase (as measured from the date of acquisition by the seller to the
date of the change of ownership) solely as a result of a change of ownership, by
more than the lesser of:

(i) 1/2 of the percentage: increase (as measured from the date of acquisition
by the seller to the date of the change of ownership) in the Dodge construction index
applied in the aggregate with respect to those facilities that have undergone a
change of ownership during the fiscal year; or

(i) 1/2 of the percentage increase (as measured from the date of acquisition
by the seller to the date of the change of ownzrship) in the Consumer Price Index
for All Urban Consumers (CPI-U) (United States city average) applied in the
aggregate with respect to those facilities that have undergone a change of
ownership during the fiscal year. |Vl

Nep 2 15 g
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2. 447.253 (e) - The State provides for an appeals or exception procedure that allows
: individual providers an opportunity to submit additional evidence and receive prompt
administrative review, with respect to such issues as the State determines

appropriate, of payment rates. v
3. 447 253 (f) - The State requires the filing of uniform cost reports by each
participating provider. v

4. 447.253 (g) - The State provides for periodic audits of the financial and statistical
records of participating providers. P

5. 447 253 (h) - The State has complied with the public notice requirements of
42 CFR 447.205. -
Notice published on:

If no date is shown, please explain:

6. 447.253 (i) - The State pays for long-term care services using ra:es determined in
accordance with the methods and standards specified in the approved State plan.

N

Ree  DEC 15 2000
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C.

1.

Related Information

447.255 (a) - NOTE: If this plan amendment affects more than one type of
provider (e.g., hospital, NF, and ICF/MR; or DSH payments) provide the following
rate information for each provider type, or the DSH payments. You may attach
supplemental pages as necessary.

Provider Type: m‘C

Estimated average proposed payment rate as a result of this amendment:

BAKCSH

Average payment rate in effect for the immediately preceding rate period:

Amount of change: ] .00 Percent of change: ® S YA

447.255 (b) - Provide an estimate of the short-term and, to the extent feasible,
long-term effect the change in the estimated average rate will have on:

(@) The availability of services on a statewide and geographic area basis:
NN

(b) The type of care furnished:
MNCOE

(c) The extent of provider participation:
AN




